as in apex and occiput IPT compared to paired walking (both p≤0.02). 26 Researchers have become increasingly interested in the effect of non-plantar light tactile 63 feedback on body control when contacting an external reference. The effect of light touch 64 during standing and walking has been described in several patient populations. 11 In addition 65 to the single-person concept of haptic sensory augmentation, interpersonal touch (IPT) is a 66 category of haptic interactions very relevant and frequently used in clinical situations. 67
CONCLUSIONS
Deliberately light IPT results in reduced sway and increased coordination of trunk sway 68 between two individuals during quiet standing as well as voluntary swaying.
12, 13 IPT reduces 69 sway in patients with chronic stroke as well as Parkinson's disease.
14 More rostral IPT (at 70 shoulder level) reduces sway to a greater amount than more caudal (low back) locations, 14 
71
which is analogous to single-person effects of light touch on body sway. 15 , 16 The observation 72 that more cranial IPT results in more reduced sway could be caused by a clearer signal due to 73 greater sway amplitude at the contact point. Alternatively, an increased resemblance between 74 the haptic and vestibular signals could facilitate more accurate stability state estimation. This proof-of-concept study aimed to investigate the effect of IPT on the control of trunk 77 sway and gait during walking in children and adolescents with cerebral palsy. In order to 78 assess the effects of IPT on locomotion without confounding movement impairments caused 79 by CP, age-matched typically developed participants were tested. We hypothesized that 80 reinforcement of the head as an inertial guidance platform 8, 18 by IPT at more rostral locations 81 would benefit the control of head and trunk sway in participants with and without CP. head. An overview of the IPT locations is presented in Figure 1a . 
Statistical analysis 133
Statistical analysis was performed in IBM SPSS statistics 23. All extracted parameters (gait 134 speed, step length, head and trunk velocity sway) were statistically analyzed using a mixed 135 two-factorial repeated-measures ANOVA with group as the between-subject factor (2 levels: 136 participants' range in demographic parameters such as age, height and weight, we used 138 independent T-tests as well as Chi-square tests to assess differences in the sample averages 139 and distributions between both participant groups. The TD group tended to be taller by about 140 10 cm (t(63)=1.70, p=0.09; Chi(3)=8.25, p=0.04). Therefore, we included height as a 141 covariate in all analyses encompassing a comparison between both groups. Greenhouse-142
Geisser-corrected p-values were used as a conservative statistical criterion. Level (Fig. 2a) . TVS only tended to be greater in the CP participants than the TD 182 group (F(1,63)≥3.04, p=0.09, partial eta 2 ≥0.05; Fig. 2b ). For HVS and TVS, interactions 183 were found between group and testing condition (both F(4,252)≥3.54, both p≤0.03, both 184 partial eta 2 ≥0.06). In the CP group, HVS was reduced in the occiput and apex IPT conditions 185 compared to thoracic contact (both p≤0.04). Concerning the trunk, the thoracic IPT conditionshowed less HVS compared to walking alone (all p≤0.03). In addition occiput and apex IPT 188 were still lower than paired walking (both p≤0.02). For the trunk, both apex and thoracic IPT 189 tended to show lower TVS compared to walking alone (both p≤0.09). With respect to human ontogenetic locomotor development, it was proposed that selective 236 control of the neck's movement degrees of freedom is a key feature of a mature upper bodygait pattern. 19 Wallard and colleagues observed an 'en bloc' head-on-trunk strategy with 238 increased head angle variability in the frontal plane during walking in children with CP and 239 proposed that it might express an 'en bloc' compensatory strategy by deliberate reduction of 240 the neck's movement degrees of freedom. 20 As we found subtle effects of apex IPT in the CP 241 group, we speculate that apex IPT may still be a therapeutic approach to open up a habitual 242 'en bloc' strategy and to enable the exploration of neck articulation as well as the benefits of 243 actively stabilized head orientation. Advocates of a 'hands-off' approach 21 emphasize 244 unrestricted self-exploration of the movement repertoire by the patient. We perceive 245 deliberately light IPT as a married form between 'hands-on' and 'hands-off' due to the low 246 contact forces involved and the absence of active restriction. The 'guidance' in IPT is 247 considered less physical but more implicit to the social context. 248
We did not find any differences between symptom subgroups among the participants with CP, 249 which indicated that differences in symptoms did not alter the susceptibility to IPT and its 250 social context. Visual inspection of our data showed that the responsiveness of the individuals 251 with CP showed a high degree of inter-individual variability. As only two IPT providers were 252 involved in data collection, it is unlikely that variability in the way IPT was applied caused 253 
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